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Hip Dislocation 


Classification 


e Posterior 


Most common 


- Leg appears and hip held in 


superiorly 


Classification 


e Anterior 
- Rare 


Classification 


Meet femoral head driven through wall o 


acetabulum e.g when falling) 
* (Infrequent, femoral head has gone 


Associations 


a high risk of developing Osteoarthritis later in 


AVN = Avascular necrosis 


Initial Treatment 


e Emergency reduction in emergency 
department. 


Initial Treatment 


Downward pressure on pelvis 
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External and internal rotation 
and upward pull on femur 


Initial Treatment 


* Confirm stable reduction (Hip in 90° 
flexion and 10° adduction apply slight 
postiorly directed force on the femur 
to see if it re-dislocates) 

e Repeat x-ray 

* Repeat neuro-vascular examination 


Definitive Treatment 


* Definitive treatment: 

e CT Scan to exclude fragments in the 
joint and confirm concentric 
reduction 


If non above present: 


Intracapsular Femur ¡ET IFRPACHIFES 


(always managed 


(a) Undisplaced (b) Displaced 


Associations 


e Initially patients present with 
dehydration and pre-renal failure. 
(WHY???) 


(in long-term) 


Associations 


° Delay in prompt (<24-48 hours) surgical 

treatment increases morbidity and mortality: 
- Bedsores 

- Pneumonia 


- UTIS 
- DVT and pulmonary embolism 
- Dehydration and electrolyte disturbances 


- Myocardial infarcts 


* (Therefore, these fractures are IALAY 


Diagnosis 


e Clinically = Groin pain, leg 
shortened and externally rotated 

* Radiologically = Hip x-ray (AP And 
LAT). Displaced fractures will show 
break in Shenton’s line. 


Initial Management 


e Fluid resuscitation, check |e) 
function, monitor urine output 


e NO skin traction in bed 


Definitive Management 


e Urgent internal 


fixation. Wow femoral 
neck fracture is crazy coz u 
need ORIF here even as It’s 


(a) Undisplaced 


undisplaced) 


Definitive Management 


e Patients < 60 years = 


(b) Displaced e Patients 60-70 years (high 


demand and generally 
well) = 


* Patients >70 years (low 
activity demand and/or 
significant medical 
comorbidities) = 


Definitive Management 


Hip Replacement 


| Hemiarthroplasty Total Hip 
Hip J Replacement 
p y ‚ap © 


Acetabular 
Femoral Head (Ball) Component 


Intertrochanteric 
Fractures 


Associations 


e As for intra-capsular femur neck 
fractures 


Management 


e Urgent internal fixation 
e (dynamic hip screw= For STABLE Fx 


e or intra-medullary nail = For 
UNSTABLE Fx.) 


Pic shown in video 


Subtrochanteric Fractures 


Associations 


e High energy injury (typically younger 
patients) - look for other injuries 
(intrabdominal, chest, spine, head, 
etc) 

e Compartment syndrome of the thigh 

e Fat embolism 


Management 


° Internal fixation (intra-medullary 


ARI Since these fractures are all unstable 


Femur Shaft Fractures 


Associations 


e High energy injury (typically younger 
patients) - look for other injuries 
(intrabdominal, chest, spine, head, 
etc) 


e Compartment syndrome of the thigh 


e Fat embolism syndrome Mid-femur fracture 
is one of the MOST common causes of fat embolism, 
especially in bilateral femur fractures) 


Management 


e Initial management: 
- ATLS principles 
- Fluid resuscitation 
— Pain relief (IV Morphine) 
— Thomas splint and skin traction 
* Definitive management: 
- Intra-medullary nail 


treated by Intramedullary nail) 


Rehabilitation 


Distal fractures 


